Several studies in the field of occupational health and medicine claim that working is clearly better for health than non-working or being unemployed, as mental health and physical condition may improve with work effort. 1 Return to work (RTW) must be an essential goal in the management of patients who have either experienced an acute coronary syndrome (ACS), a cardiac intervention such as cardiac surgery or device implantation or suffer from other cardiac diseases such as heart failure, as these pathologies are not rare at working age. Certainly in the context of the ongoing debate and changes in retirement age all over Europe, the incidence of cardiac disease at working age will only increase and the subject of RTW will become even more relevant.
Currently there is a lack of uniform European guidelines or practical recommendations to guide physicians improving the (long-term) success rate of RTW after a cardiac event. In the current issue of the journal, the Working Group on Secondary Prevention and Rehabilitation of the European Association of Preventive Cardiology present an excellent overview of the literature regarding RTW in ACS patients and a practical guidance on reintegration strategies. 2 The authors have to be congratulated for their in-depth review of this multifactorial and difficult topic.
In the current era of extensive invasive and medical treatment of ACS, the majority of ACS patients have only limited cardiac damage and are usually only a few days in hospital without major complications. These patients can usually also return to work after a period of cardiac rehabilitation. 3 However, a significant proportion of ACS patients may experience problems in the process of returning to work.
To estimate the chance of successfully returning to the same level of work after an ACS, an evaluation of medical, psychosocial and work-related factors should be performed. Importantly, these factors can influence one another and not all factors are equally important.
Medical factors can be related to cardiac factors as well as to non-cardiac 'comorbidities' that may influence the physical capacity of patients. The left ventricular ejection fraction (LVEF) is an objective and easy to obtain cardiac parameter, but correlates rather poorly with physical capacity. Cardiopulmonary exercise testing (CPET) can give a better estimation of physical capacity and can help to differentiate between cardiac and non-cardiac causes of limited exercise capacity. The authors provide some useful tables on maximal oxygen consumption (VO 2max ) or performed metabolic equivalents (METs), 2 but there is currently however no European uniformity in stratification. The incorporation of results obtained by CPET in the assessment of work capacity needs further investigation, and recommendations at European levels that also take into account age (e.g. 55 years vs. 55 years) are needed. Rhythm stability is also an important factor for personal health as well as personal and (in certain situations) public safety. Rhythm stability is also a key factor in the evaluation of the driving ability of a patient. This is particularly important for professional drivers as well as patients who need to drive a car to commute. Unfortunately, there is currently no uniform driving policy in Europe for patients with cardiovascular disease.
Physicians will have a natural tendency to attribute a lot of attention to medical factors, but in only a small proportion of patients who do not succeed at returning to or staying at work these cardiac-related factors are the main causal factor. Far more important, but often more difficult to recognise, are psychosocial factors. Some of these factors, for example an anxious personality, cannot be changed. However, it is crucial to recognise them early after the event, preferably during hospital admission, because these vulnerable patients should be motivated to follow cardiac rehabilitation with special attention for psychological support. Deplorably, however, at the moment only 20-50% of eligible patients participate in comprehensive cardiac rehabilitation programmes despite international recommendations. 4 Different standardised questionnaires for screening for psychological and socially vulnerable patients have been suggested, but as stated in the article by Reibis et al. 2 these are not cardiac specific and there is not enough evidence to recommend one more than the other. A validated, easily feasible assessment for cardiac patients is certainly an important subject for future investigation.
Last but not least are work-related factors. These factors include the physical demands of a job as well as working conditions (e.g. night work) and workplace situations (e.g. working at atmospheric high pressure or low pressure, high noise levels, etc.). Evaluation of work-related factors is important because of their interaction with the earlier mentioned factors; for example, from a medical point of view a moderate reduction in LVEF after ACS and secondary mild to moderate reduced physical capacity is not sufficient for permanent disability, but will make some physically demanding occupations impossible. This example clarifies the necessity of a comprehensive assessment of all factors contributing to the process of RTW. A key point in this process is communication between the heart team, firstline healthcare providers and company physicians, as they all have their own expertise and knowledge concerning the patient's medical and psychosocial situation as well as work-related factors. Unfortunately, such interdisciplinary teams are currently rare.
To facilitate vocational reintegration in society, cardiac rehabilitation plays an important role as it has been shown to improve the success of full time RTW. Also, patients in a cardiac rehabilitation programme return to work earlier and are less often taking up easier or lighter work. 3, 5 There is, however, still plenty of room for improvement in including eligible patients in cardiac rehabilitation, as well as for the content of cardiac rehabilitation programmes themselves as these programmes often focus on the underlying cardiac disease and pay little or no attention to workrelated factors or even RTW. Clear advice concerning RTW should be present in every cardiac rehabilitation programme for patients of working age. Available data show that if early RTW is achieved, up to a quarter of patients are detached from employment one year after ACS. 6 Clearly, long-term support to stay employed should be an important concern for the heart team involved in the care of patients after ACS. In this regard extended cardiac rehabilitation programmes may be a useful tool to improve the success rate of not only returning to work, but also maintaining employment.
The subject of RTW in cardiology is of course not only limited to patients with ACS. Out-of-hospital cardiac arrest survivors, for example, are at higher risk of a worse long-term outcome as a recent study found that only two-thirds returned to work. 7 Evidence to support specific rehabilitation programmes in this vulnerable group is largely missing. However, a simple nursing intervention consisting of screening for cognitive and emotional problems, information provision and support, self-management promotion and further referral if necessary was found to be cost-effective and facilitated earlier RTW. 8 Another example of highrisk patients are patients who survived an episode of infective endocarditis. Results obtained from the Danish nationwide registries showed that in patients with a first-time diagnosis of infective endocarditis who were part of the workforce prior to admission and alive at discharge, 70% returned to work after one year. Younger age and higher socioeconomic status were associated with a higher likelihood of returning to the workforce. Comorbidities, stroke during admission, longer length of hospital stay and additional hospital admissions within a year postdischarge were associated with a lower likelihood of RTW. 9 Specific programmes may be required with a focus on specific comorbidities in the setting of endocarditis to facilitate RTW after treatment. Patients who were admitted for heart failure are a third important example of high-risk patients. Up to 14% of heart failure admissions are patients less than 65 years of age, but data on RTW in this group are scarce. In a large study, using nationwide Danish registries, 11,880 patients (aged 18-60 years) were identified with a first hospitalisation for heart failure who were in the workforce before hospital admission. 10 One year after the first hospitalisation, 6.7% had died, 67.7% returned to work and 25.1% did not. Younger age, male sex, higher income and a higher level of education were positively associated with RTW, whereas comorbidities were associated with detachment from employment. Also, of those who returned to work by 12 months, 52% were detached during the subsequent 3 years. Better understanding the causes of not returning to work is important in individual heart failure patients. A cardiac rehabilitation programme could increase the changes to RTW if that programme includes appropriate vocational counselling.
In summary, the Working Group on Secondary Prevention and Rehabilitation of the European Association of Preventive Cardiology has to be congratulated for their in-depth review of the multifactorial and difficult topic of RTW after ACS. Their call for action for the national cardiology societies to collect and build the evidence across countries and to address further evidence-based decision-making on a European level, should get full attention to further improve RTW in our cardiac patients.
